Evidence-based implementation practices applied to the intensive treatment of eating disorders: Summary of research and illustration of principles using a case example by Thompson-Brenner, Heather et al.
Boston University
OpenBU http://open.bu.edu
Psychological and Brain Sciences BU Open Access Articles
2018-03-01
Evidence-based implementation
practices applied to the intensive
treatment of eating disorde...
This work was made openly accessible by BU Faculty. Please share how this access benefits you.
Your story matters.
Version Published version
Citation (published version): Heather Thompson-Brenner, Gayle E Brooks, James F Boswell, Hallie
Espel-Huynh, Rachel Dore, Dee R Franklin, Alex Goncalves, Melanie
Smith, Shelby Ortiz, Susan Ice, David H Barlow, Michael R Lowe.
2018. "Evidence-based implementation practices applied to the
intensive treatment of eating disorders: Summary of research and
illustration of principles using a case example." Clinical Psychology:
Science And Practice, Volume 25, Issue 1.
https://doi.org/10.1111/cpsp.12221
https://hdl.handle.net/2144/39064
Boston University
EMP I R I C A L AR T I C L E
Evidence-based implementation practices applied to the intensive
treatment of eating disorders: Summary of research and
illustration of principles using a case example
Heather Thompson-Brenner1 | Gayle E. Brooks2 | James F. Boswell3 |
Hallie Espel-Huynh4 | Rachel Dore5 | Dee R. Franklin2 | Alex Goncalves5 |
Melanie Smith2 | Shelby Ortiz5 | Susan Ice5 | David H. Barlow1 | Michael R. Lowe4
1Boston University, Boston, MA, USA
2The Renfrew Centers, Coconut Creek,
FL, USA
3SUNY, University at Albany, Albany,
NY, USA
4Drexel University, Philadelphia, PA,
USA
5The Renfrew Centers, Philadelphia, PA,
USA
Correspondence
Heather Thompson-Brenner, Boston
University, Cambridge, MA, USA.
Email: heatherthompsonbrenner@
gmail.com
Implementation of evidence-based practices (EBPs) in intensive treatment settings
poses a major challenge in the field of psychology. This is particularly true for eat-
ing disorder (ED) treatment, where multidisciplinary care is provided to a severe
and complex patient population; almost no data exist concerning best practices in
these settings. We summarize the research on EBP implementation science orga-
nized by existing frameworks and illustrate how these practices may be applied
using a case example. We describe the recent successful implementation of EBPs
in a community-based intensive ED treatment network, which recently adapted
and implemented transdiagnostic, empirically supported treatment for emotional
disorders across its system of residential and day-hospital programs. The research
summary, implementation frameworks, and case example may inform future efforts
to implement evidence-based practice in intensive treatment settings.
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1 | INTRODUCTION
Guidelines for the treatment of eating disorders (EDs) rec-
ommend that individuals with the most severe eating disor-
der symptoms and co-occurring emotional disorders receive
treatment in intensive care settings such as residential or
day-hospital programs (American Psychiatric Association,
2006; Yager et al., 2014). Given the difficulty of imple-
menting cohesive evidence-based practices in these com-
plex hospital systems—with multimodal, multidisciplinary
treatment and complex, severe patients—minimal data exist
concerning empirically supported therapies (ESTs) or evi-
dence-based practices (EBPs) in these settings (Frisch, Her-
zog, & Franko, 2006; Goode, 2016; see also Lilienfeld,
Ritschel, Lynn, Cautin, & Latzman, 2013; Spring, 2007,
for the distinction between ESTs and EBPs). Although no
randomized controlled trials (RCTs) have compared speci-
fied comprehensive residential treatments for EDs, there is
a general call for increased evidence-based care from insur-
ance companies, oversight organizations, consumers, and
researchers (Friedman et al., 2016; Goode, 2016). Fortu-
nately, several existing theoretical frameworks have been
developed from implementation research in other health-
care settings, which may be well suited to inform EBP
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implementation in ED treatment programs. The goals of
this study are to outline an implementation science model,
describe research supporting this model, and illustrate its
application to ED settings through description of a case
example of successful EBP implementation across a
national network of residential and day-hospital treatment
programs.
Multiple psychological treatments for EDs have amassed
evidence to support their efficacy in outpatient RCTs.
Cognitive-behavioral therapy (CBT) and interpersonal psy-
chotherapy (IPT) have strong evidence to support their use
with outpatient adults with bulimia nervosa (BN) and binge
eating disorder (BED; Agras, Walsh, Fairburn, Wilson, &
Kraemer, 2000; Wilfley et al., 2002), while family-based
therapy (FBT) has strong support for use with adolescents
with anorexia nervosa (AN; e.g., Lock et al., 2010). Other
treatment approaches—such as dialectical-behavioral ther-
apy (DBT) for BN and BED (Bankoff, Karpel, Forbes, &
Pantalone, 2012), specialist supportive clinical management
(SSCM) for AN (e.g., Schmidt et al., 2015), and transdiag-
nostic CBT-enhanced (e.g., Fairburn et al., 2015)—have
more moderate research support with EDs. However, none
of these approaches have been tested in RCTs as the basis of
residential or day-hospital programs.
Residential programs have many key differences from
outpatient psychotherapy settings. Psychotherapy takes place
most often in groups, multiple times per day, multiple days
per week. The population in treatment in residential
programs has severe symptoms, including typically severe
symptoms of an ED as well as severe symptoms of a
co-occurring mood, anxiety, posttraumatic, or obsessive-
compulsive disorder (Twohig, Bluett, Torgesen, Lensegrav-
Benson, & Quakenbush-Roberts, 2015). Patients with
different severe EDs and different severe comorbidities are,
by necessity, treated together in groups. Furthermore, many
of the key targets of outpatient treatment—such as regula-
tion of eating and reduction in behavioral symptoms—are
reduced or eliminated in the highly structured residential set-
ting. For example, interventions targeting the reduction in
binge eating, or increasing food intake, are less relevant in a
setting where patients eat three prescribed and supervised
meals a day, and have no access to food outside of mealtime.
For these reasons, residential and day-hospital programs for
EDs have struggled to implement existing empirically sup-
ported protocols for outpatient therapy as the comprehensive
basis for their treatment approach in their settings (e.g.,
Lowe, Bunnell, Neeren, Chernyak, & Greberman, 2011).
In the past 12 years, one private, national provider of res-
idential and intensive outpatient programs for severe EDs
undertook a multifaceted effort to improve the overall con-
sistency and quality of clinical care and clinical research,
culminating in the implementation of an adapted EST for
emotional disorders across its two residential and 14
intensive outpatient programs. Between 2005 and 2013, the
Renfrew Center grew substantially and undertook multiple
steps to evolve its treatment model and enhance quality of
care. In 2013, the administration decided to consider the
Unified Protocol for transdiagnostic treatment of emotional
disorders (UP; Barlow, Ellard, et al., 2011; Barlow,
Farchione, et al., 2011) as a foundational EST for possible
implementation. Between 2013 and the end of 2016, the
implementation team accomplished the following: developed
adapted protocols for each level of care (residential, day hos-
pital, and intensive outpatient); defined UP-consistent
approaches for multimodal treatment (e.g., group and indi-
vidual therapy, nutrition, nursing); provided training to over
400 clinicians and staff; established adherence and compe-
tency among residential therapists; and implemented the full
program across all treatment sites (see Figure 1 for time-
line). In addition, the team collected outcome data at the two
residential sites before and after implementation, allowing
for continuous evaluation of patient improvements across
the implementation timeline. The adapted, intensive, multi-
modal treatment is now referred to as the “Unified Treat-
ment Model” (UTM) by the organizational stakeholders.
In this study, we aim to review the implementation
research that informed this project, describe implementation
research frameworks that help to organize this research,
and illustrate each set of research conclusions with exam-
ples of their application in this case.
1.1 | Implementation research review and
theoretical framework
Several decades of implementation research across diverse
fields, including health-science implementation research,
have yielded converging data regarding effective practices
for EST implementation. Multiple reviews have already
usefully synthesized this research for the health-care com-
munity (e.g., Greenhalgh, Robert, Macfarlane, Bate, &
Kyriakidou, 2004). In 2009, the available research data
were incorporated into a major review and analysis of
implementation research across fields, yielding the influen-
tial Consolidated Framework for Implementation Research
(CFIR; Damschroder et al., 2009). In the review provided
below, we aim to provide a “review of reviews” specifi-
cally relevant to the outcome of psychotherapy implemen-
tation processes. We will link our observations regarding
evidence-based implementation practices to the CFIR
framework, as well as the National Implementation
Research Network’s (NIRN) synthesis of implementation
literature (Fixsen, Naoom, Blase, & Friedman, 2005). Our
review and description will be grouped by the NIRN
implementation phases: “exploration,” “adoption,” “plan-
ning,” “initial implementation,” “full implementation,” and
“sustainability.” Within these phases, we will include
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variables from the CFIR that are cited as predictive of suc-
cessful implementation (listed and described in Table S1),
as well as the conclusions from other reviews of implemen-
tation literature more specific to the health-care field (e.g.,
Greenhalgh et al., 2004). Variables predictive of implemen-
tation success taken from these prior reviews are denoted
by italicized font in the text below.
1.2 | The empirically supported treatment
The UP (Barlow, Ellard, et al., 2011; Barlow, Farchione,
et al., 2011) is a modular, emotion-focused treatment
designed to be applicable to mental health conditions that
involve a prominent emotion component (e.g., mood, anxi-
ety, personality, eating disorders). The UP is based on psy-
chopathology and emotion science research indicating that
emotional disorders share underlying patterns of negative
affectivity and emotion avoidance, which maintain and
exacerbate varying symptoms (Barlow, Allen, & Choate,
2004). The UP aims to promote transdiagnostic symptom
improvement by targeting higher-order mechanisms of psy-
chopathology through a variety of emotion-focused CBT
techniques (Barlow, Ellard, et al., 2011; Barlow, Farchione,
et al., 2011; see also Table S2). The higher-order mecha-
nisms targeted by the UP are observed in psychopathology
research to precede the development and expression of ED
symptoms, and include negative and labile affectivity
(Haedt-Matt & Keel, 2011; Lavender et al., 2013; Levine
& Marcus, 1997; Stice, 2001), emotional avoidance and
alexithymia (Danner, Sternheim, & Evers, 2014; Fulton
et al., 2012; Nordbø, Espeset, Gulliksen, Skarderud, &
Holte, 2006; Svaldi, Griepenstroh, Tuschen-Caffier, & Ehr-
ing, 2012; Wildes, Ringham, & Marcus, 2010), and mal-
adaptive emotion-driven behaviors (Wildes et al., 2010;
Wonderlich et al., 2008). Prior to selection for adaptation
and implementation in this context, the transdiagnostic UP
had demonstrated effectiveness in multiple open trials
(Ellard, Deckersbach, Sylvia, Nierenberg, & Barlow, 2012;
Ellard, Fairholme, Boisseau, Farchione, & Barlow, 2010)
and efficacy in treating anxiety and depressive disorders in
FIGURE 1 Timeline of the implementation process throughout the Renfrew Center’s residential, day-hospital, and intensive outpatient
treatment network. UP, Unified Protocol; UTM, Unified Treatment Model (adaptation of UP implemented at Renfrew)
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an RCT (Farchione et al., 2012), although it had not been
tested in an RCT specifically for the treatment of primary
EDs.
The UP was intentionally designed to have maximum
facility for dissemination and implementation. Transdiag-
nostic, modular treatments hold promise for wide-scale dis-
semination because they apply to a wide array of patients,
have flexible and individualizable components, and are
palatable to treatment providers (McHugh, Murray, & Bar-
low, 2009). Furthermore, distilling empirically supported
intervention elements (e.g., exposure, cognitive reappraisal;
see Gonzalez, Butler, & England, 2015) in a single overar-
ching and cohesive model decreases the burden on clini-
cians to become proficient in dozens of disorder-specific
manuals. The UP for outpatient, individual therapy includes
eight modules, each of which includes multiple basic and
applied research-supported interventions. These are familiar
across cognitive-behavioral and third-wave psychotherapy
approaches, and include psychoeducation about emotion,
awareness of the components of emotion and the unfolding
of emotional experience over time, the development of cog-
nitive flexibility, analyzing how symptoms function as
emotion-driven behaviors or efforts to avoid emotion, the
development of new behaviors in response to emotion, and
exposure therapy practices (see Table S2).
1.3 | The organization
The Renfrew Center, founded in 1985, was one of the
first comprehensive residential ED treatment facilities for
women in the United States. It is one of the largest
private ED treatment networks in the United States and
currently includes two residential and 14 nonresidential
(day-hospital and intensive outpatient) sites, with thou-
sands of patient admissions per year. When the organiza-
tion was founded, ESTs for EDs were only in early
stages of development. The organization’s clinicians
evolved their own treatment approach for EDs aimed at
supporting patients’ relational connectedness, empower-
ment, emotion expression, and self-directedness, which
they described as “feminist-relational.” As the organiza-
tion’s treatment network expanded, new and diverse treat-
ment elements were developed by clinical staff at
different sites, without formal inclusion of empirically
supported interventions.
2 | “EXPLORATION” PHASE:
DEVELOPMENT OF THE INNER
SETTING AND READINESS
The exploratory initial phase of any implementation pro-
cess may take place over multiple years prior to the
selection of an innovation for implementation. Review of
the implementation research indicates that there are ele-
ments of the inner setting of the organization that develop
during the exploration phase that set the stage for success.
Importantly, different facets of the organization should
reflect readiness; readiness, in turn, is positively affected
by the relative size and maturity of the organization, the
leadership engagement (Damschroder et al., 2009; Fixsen
et al., 2005; Greenhalgh et al., 2004), the nature and qual-
ity of the organization’s social networks, and the organiza-
tion’s ties to the outside world (i.e., cosmopolitanism).
Health-service organizations that successfully implement
innovations tend to be mature and relatively large because
these organizations are more likely to have differentiated
administrative departments and roles, resources available to
devote to the implementation, effective systems of data col-
lection, and sophisticated social structures within the orga-
nization (Greenhalgh et al., 2004). Within the CFIR, these
characteristics are labeled structural and cultural character-
istics of the inner setting that can promote success in
implementation. Research in implementation science
emphasizes the importance of strong interpersonal relation-
ships and communication networks within an organization,
to promote and distribute an innovation.
3 | KEY IMPLEMENTATION
CONSTRUCTS FROM THE
“EXPLORATION” PHASE
In the years prior to 2013, the Renfrew Center organization
underwent many changes in preparation for the implemen-
tation of an evidence-based clinical approach. These
changes synergized with existing characteristics of the
organization to facilitate movement toward selection of the
UP for implementation. Such organizational characteristics
and change processes are described below in relation to the
essential components of the exploration phase.
3.1 | Structural maturity and leadership
engagement
As the organization expanded and matured, the clinical
administration was increasingly motivated to coordinate
clinical care. Clinical administrators wanted to identify
effective clinical practices and make them consistent across
therapists, disciplines, and sites. To support this effort, clin-
icians were promoted to positions of administrative impor-
tance (e.g., “Chief Clinical Officer”) with increased
agency-wide influence. A “Clinical Excellence Board” was
created, including the organization’s primary clinical, busi-
ness, and research leaders. The Clinical Excellence Board
—made up of individuals within the organization—was the
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group that collectively decided that evidence-based practice
was necessary, chose the EST to implement, and selected
the implementation team, who were empowered to plan the
implementation and communicate required steps to clini-
cians and staff. In this sense, the implementation was top-
down, although it was collaboratively initiated by multiple
internal clinical and business leaders who could be consi-
dered “stakeholders.” This group later provided the forum
for important figures to discuss and support each step of
implementation, promoting leadership engagement across
all sites—which is identified as one key factor contributing
to readiness at the inner setting level (Damschroder et al.,
2009).
3.2 | Research and training resources
A formal Research Department existed internally in the
organization for many years. Over time, the Research
Department improved the infrastructure and scientific pos-
sibility of the research, adding validated measures of psy-
chopathology and improving response rates. An outside
research consultant was hired, who supported these
efforts and published scientific articles using the available
data (Lowe, Davis, Annunziato, & Lucks, 2003). These
publications brought positive attention to the organization,
which led to further investments in the Research Depart-
ment. Later in the implementation process, the existence
of this system allowed patient outcome data to be
quickly collected, analyzed, and presented to organiza-
tional leadership and staff, garnering essential support for
the UTM.
In 2013, at the urging of the Chief Clinical Officer, the
organization created an internal Training Department with
its own budget and staff. This was crucial to the later suc-
cess of the implementation, as the Training Department
formed the core of the implementation team, and assumed
primary responsibility for carrying out the highly effortful
process of implementation. These organizational develop-
ments can be understood as co-reinforcing structural
changes (e.g., creating new departments) and cultural shifts
(e.g., overall shift toward empiricism; Damschroder et al.,
2009). To be fully ready for implementation, concrete
available resources were also required. For example, new
technology and equipment were necessary at each site to
conduct research and deliver training, such as digital audio
recorders, secure digital storage software, videoconferenc-
ing software, and flat-screen TVs with Internet access.
3.3 | Quality and structure of social networks
The relationships among the clinical leadership, Research
Department, Training Department, and implementation con-
sultants were the foundation of the UTM implementation.
The Renfrew Center already had a strong informal tradition
of emphasizing and supporting interpersonal relationships,
in keeping with their feminist-relational philosophy. In the
period prior to the implementation, the clinical administra-
tion created additional formal networks of communication
to coordinate clinical care. A complex formal network of
in-person and conference call meetings was established; for
example, during initial implementation, the Chief Clinical
Officer and other members of the Training Department
each had over 12 hr of regularly scheduled meetings each
week, during which they discussed the implementation with
each other, the implementation consultants, research con-
sultants, and clinical leaders from every discipline and site.
3.4 | Cosmopolitanism
The organization’s engagement with research and practice
standards outside their walls led to an increased emphasis
on the importance of ESTs in general, as well as to their
introduction to the UP itself. Participation in national advo-
cacy organizations, practitioner networks, and research con-
ferences led to an increased appreciation for the importance
of utilizing ESTs in regular practice. Engagement in
research conferences and publications led specifically to
their familiarity with the UP and its potential application to
EDs (Barlow, 2013; Barlow & Boisseau, 2011), as well as
a personal introduction to the UP experts who would sup-
port the implementation effort and join the implementation
team.
4 | “ADOPTION” PHASE: RELATIVE
ADVANTAGE, EVIDENCE,
COMPATIBILITY, AND
ADAPTABILITY
The “adoption” phase of implementation begins with selec-
tion of a particular innovation, and includes detailed plan-
ning and the creation of a receptive environment (Fixsen
et al., 2005). Implementation research suggests that the
specific intervention characteristics associated with its suc-
cessful implementation include the perceived relative
advantage of the intervention over the current practices and
the perceived strength and quality of the evidence for the
intervention (Damschroder et al., 2009). Equally or more
important—and perhaps less appreciated in the psychother-
apy research community—are the intervention’s compatibil-
ity with the current culture and practices, and adaptability
to the specific needs of the setting and the population
(Damschroder et al., 2009; Greenhalgh et al., 2004).
According to the CFIR, health-science innovations that are
likely to be chosen for adoption are those that are per-
ceived as adaptable, trialable (i.e., suited to limited trials
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to examine feasibility and impact), and optimally simple to
implement (Table S1 and Damschroder et al., 2009; Green-
halgh et al., 2004). Implementation studies observe a
strong relationship between the time and resources devoted
to adapt an innovation for the local context and success
(Damschroder et al., 2009).
During the exploration phase, the clinical leadership
team met regularly to consider the benefits and limitations
of different ESTs for application across their entire contin-
uum of care. They particularly focused on the adaptability
of the ESTs to their two large residential programs, where
the treatment setting and population most differed from the
context and population for RCTs for EDs. The available
RCT data had been collected in the outpatient setting,
where it was appropriate to prioritize food regulation and
ED behavioral symptoms as targets of treatment. In the res-
idential setting, however, food intake is highly regulated by
supervised meals structured by the nutrition department,
and ED behavioral symptoms (e.g., purging, overexercis-
ing, and binge eating) are actively discouraged through
intensive staff oversight. Structural limitations also limit
opportunities for patients to engage in these behaviors
(e.g., no access to food outside of meals, supervised bath-
room visits). Three of the available ESTs for EDs—CBT-
BN, CBT-E, and FBT—were perceived by the clinical
leadership to have limited application in the residential set-
ting because food and behavioral symptoms were already
so regulated in that environment.
Furthermore, the clinical leadership perceived that the
residential program setting and population had particular
needs that were not met by the available ESTs for EDs.
Severe comorbidity is the norm in residential treatment,
and extensive group session material that attended to both
the ED and serious comorbidities—such as posttraumatic
stress disorder, substance use disorder, self-harm, panic
disorder, social phobia, and obsessive-compulsive disorder
—was felt to be necessary. Several of the available ESTs
—CBT-BN, CBT-E, FBT, and IPT—were not perceived
to adequately address all these common and severe co-
occurring disorders. In addition, the organization already
had the experience of piloting some of the core interven-
tions from CBT-BN—such as “regular eating”—in one of
their nonresidential programs and had found it was diffi-
cult to implement due to the minimal attention to comor-
bidity and emotion regulation, and their sense that the
intervention lacked flexibility (Lowe et al., 2011). Finally,
the clinical leadership attempted to pilot interventions from
other ESTs—such as DBT for BED/BN and ACT—and
found it difficult to apply the model to the full range of
ED symptom presentation, as more limited ED clinical
examples and data were available for these approaches.
The clinical leadership contemplated using different com-
ponents from different ESTs to create a more
comprehensive, composite approach, but they feared this
would feel unwieldy and confusing to the patients, that it
would be impossible to train all the staff to competency in
so many different approaches, and that this approach
would likely fail to unify treatment across their programs
and levels of care.
When the clinical leadership became aware of the UP,
although the approach had no RCT demonstrating efficacy
with primary EDs, it was perceived to be adaptable, trial-
able, and relatively simple to implement because it was
principle-based, modular, and transdiagnostic. The princi-
ple-based treatment lent itself to adaptation (Fixsen et al.,
2005); the modules lent themselves to manageable trials;
and the transdiagnostic application made it relatively sim-
ple to apply across diverse patient groups. The UP was
also judged to be compatible with the existing culture of
the organization because it was emotion-focused: The mod-
ules of the UP are parts of a coherent process of identify-
ing, approaching, and learning new lessons about emotion
(see Table S2). From the earliest conversations with Ren-
frew, UP consultants emphasized their willingness to adapt
the protocol for the population, setting, and organization.
5 | KEY IMPLEMENTATION
CONSTRUCTS FROM THE
“ADOPTION” PHASE
5.1 | Relative advantage
In the exploration and consideration stage of implementa-
tion, prior to selecting a foundational EST, multiple factors
led toward increased emphasis on the scientific literature to
help define the intervention model. Clinical leadership
acknowledged that manualized psychotherapy interventions
were demonstrating superior outcomes relative to treat-
ment-as-usual, and they expressed clinical and ethical obli-
gations to consider them. Clinical leaders understood a new
EST-derived model may provide a relative advantage for
patient outcomes as well as for overall cohesiveness for the
treatment and for the training. The business leadership real-
ized that research-supported interventions might have eco-
nomic benefits; demonstrating maximal treatment benefit to
oversight agencies and insurance companies was becoming
more important. Furthermore, because all the interventions
of the UP were “unified” by their approach to emotion, the
UP was seen to have the relative advantage of bringing a
cohesive set of principles to coordinate interdisciplinary,
transdiagnostic treatment and training.
5.2 | Evidence strength and quality
Although the evidence strength and quality for an inter-
vention are clearly important, practitioners tend to perceive
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evidence differently from researchers. Crucially, the lead-
ership was aware that no EST had been fully implemented
and assessed in an RCT specifically for residential and
day hospitals, and therefore, all existing clinical evidence
had potentially questionable generalizability to their setting
and population. One criticism of the UP implementation at
Renfrew, voiced primarily by those outside the organiza-
tion, was that the protocol had not been tested in outpa-
tient therapy for individuals with principal EDs in an
RCT. However, the UP consultants and others in the
research field argued that a relevant research evidence
base spans therapeutic efficacy, therapeutic effectiveness,
and basic psychological processes (Lilienfeld et al., 2013).
For example, the extensive emotion research on which the
treatment was based was shown to be relevant to EDs as
well (Boswell, Anderson, & Anderson, 2015; Stice, 2001;
Svaldi et al., 2012; Wildes et al., 2010). Extensive
research with EDs indicates that negative and labile affect,
emotional avoidance, and core negative beliefs about emo-
tion are risk factors and maintaining mechanisms. Further-
more, similar treatment elements to those in the UP
modules (e.g., mindfulness, cognitive restructuring, and
exposure therapy) had each demonstrated effectiveness for
individuals with EDs in separate studies. The basic
research to support each module as applicable to psy-
chopathology present in EDs and the treatment outcome
research that reflects similar interventions in existing ESTs
and EBPs for EDs are presented in Table S2. UP develop-
ment was anchored by the goal of identifying and distill-
ing empirically tested intervention principles and strategies
associated with positive treatment outcomes across diverse
problem areas (Farchione et al., 2012), and therefore, it is
not surprising that it shares interventions with existing
ESTs for EDs. Therefore, the research evidence, broadly
defined, was considered to come from a reliable source,
and to sufficiently support the concept of EBP (Dam-
schroder et al., 2009).
5.3 | Compatibility
The clinical leadership sought an approach that would be
compatible for integration with their existing approach.
Their “feminist-relational” approach encouraged emotional
awareness and expression, in the context of therapeutic
relationships that were collaborative and nonpathologizing
(Maine, 2006; Nardozzi & Hranicka, 2006). The leadership
team felt that the UP philosophy and strategies had impor-
tant points of connection with the original feminist-rela-
tional model. Like the existing model, the UP emphasized
that avoidance and suppression of emotion were central to
the development and maintenance of EDs, and UP strate-
gies promoted emotion awareness and acceptance. In the
UP, symptoms are understood as attempts to regulate
emotion—a rationale that was seen as nonpathologizing.
Like the existing philosophy (see Lowe et al., 2011), the
UP had a cohesive approach to treating different EDs (e.g.,
anorexia nervosa, binge eating disorder) as well as co-
occurring emotional disorders, with an emphasis on all
aspects of emotional functioning. These points of connec-
tion promoted the perception of compatibility and adapt-
ability, and therefore organizational readiness.
The aspects of the UP that were found to be less com-
patible with the existing treatment culture were in areas of
specific technique, and therefore not fully appreciated or
addressed until implementation was underway. Feminist-
relational therapy had been conducted in “process groups,”
to allow room for self-expression, and patients were
encouraged to find the route to recovery “within them-
selves.” The UTM, in contrast, had a set of psychoeduca-
tional concepts and structured exercises for each group
within a structured group schedule. Some clinicians
thought using a manual was contrary to nonhierarchical
belief systems (see Lowe et al., 2011). Furthermore, the
UP manual is predominately “intrapsychic” in focus,
meaning it directs more attention to the processes and
functions of emotion within an individual; there is rela-
tively less focus on interpersonal emotional processes or
relational skills. The resolution of values and techniques
took time and effort to resolve. Following extensive train-
ing (described below), clinicians were required to try the
manual, record their sessions, compare impressions with
the trainers, and consider data on patient satisfaction and
outcome. Clinicians often found the manual to be more
compatible with their values, more effective, and more
flexible than anticipated. In turn, the implementation team
was responsive to the feedback from clinicians that the
first iteration of the UTM manual was not sufficiently “re-
lational,” meaning that there were both not enough exam-
ples of relational triggers to emotion—which are common
in eating disorders—and also that the semi-didactic, group
treatment format promoted a degree of emotional disen-
gagement or distance between the patients, the therapists,
and the material. The implementation team undertook
training in relational-cultural therapy (Jordan, 2010) and
further adapted the training program and treatment manual.
Relational training now includes clinicians’ identification
of their own emotional responses, development of mutual
empathy in treatment, and awareness of hierarchical
dimensions of therapy situations. Many examples of rela-
tional situations provoking emotion were also added to the
manual and homework, and we introduced a brief emo-
tional/relational “check-in” at the beginning of each group
to promote emotional connection between group members
and with the therapist. It was key to identify which core
components of the UP had to be maintained unchanged
when building the UTM, and which elements could be
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considered part of the “adaptable periphery” (Damschroder
et al., 2009, p. 52) that could be shaped and reworked to
meet the local needs of the organization. The expert con-
sultants considered these changes to enhance, rather than
detract from or conflict with, the core aims and principles
of the UP.
5.4 | Adaptability
The process of adapting the EST to the needs of the local
environment was a complex process with multiple steps,
and we provide multiple examples of this process here.
Substantial preliminary steps were taken to co-educate the
UP consultants and implementation team prior to the adap-
tation. One consultant conducted multiday site visits to
both residential programs, including intake assessment,
group therapy, individual therapy, nutrition counseling,
meals, after-meal support group, nursing and weight check-
ins, treatment-team meetings, community meetings, and
milieu crisis counseling—referred to by the team as “em-
bedding” the consultant in the organization. After present-
ing an overview of the UP to the clinical staff, the
consultant collected attitude questionnaires and conducted
clinician focus groups as well.
The adaptations of the UP and the residential treatment
schedules were extensive, iterative, and comprehensive.
The original UP was modular and principle-based, but it
was also progressive; later modules (e.g., exposure therapy)
built upon the basis of earlier modules (e.g., nonjudgmental
emotional awareness; see Table S2). Changes were made
to the UP treatment process and treatment materials to
accommodate many aspects of intensive treatment, such as
(a) therapy primarily administered in groups; (b) intensive
treatment administered in programs of varying average
length-of-stay and treatment hours-per-week at different
levels of care; (c) the treatment of patients admitted in a
compromised state who may take weeks to become medi-
cally stable, adequately motivated, or cognitively rehabili-
tated; (d) a roster of staff who could accommodate limited
options at different times of the day; (e) the incorporation
of specialized groups for subpopulations with particular
issues (e.g., substance abuse, trauma); (f) adequate empha-
sis on principles of relational therapy key to the philoso-
phy, brand, and identity of the Renfrew Center; and (g) the
adaptation of the treatment rationale and principles to vari-
ous activities and disciplines (e.g., nutrition and mealtime,
psychiatry and medication, nursing and weight stabiliza-
tion, milieu counseling).
We will provide some examples of how these issues
were addressed here, and the adaptations are described in
fuller detail in Table S2. Rather than providing psychoedu-
cation in “homework,” which under-motivated patients may
not complete, the psychoeducation was provided in the
group itself, interspersed with exercises encouraging appli-
cation of the psychoeducation to individual experience.
Eating disorder examples (restriction, food rules, body
image, binge eating and purging) were created and pre-
sented in every group and each homework exercise along
with examples regarding depression and anxiety. Highly
engaging exercises were developed, including media (clips
from movies) and role-play exercises to increase engage-
ment of under-motivated patients. Interpersonal exercises
(e.g., relational check-in at the beginning of group) were
introduced to help patients become aware of and share cur-
rent emotions, and to reduce their tendency to “check out.”
Instead of progressive modules 1–8, we created three stages
of early, middle, and late stage interventions, with assess-
ments and markers developed to define when individuals
were ready to progress to the next stage. All UP groups
were treated as “mandatory” in the patients’ schedule, so
patients were not scheduled for individual therapy or pulled
out for psychiatry appointments during that allotted time
(see also Table S2).
The fact that the Renfrew Center offered treatment at
multiple levels of care for EDs of varying severity levels
posed another challenge for treatment adaptation. Some
patients were admitted to residential or day-hospital pro-
grams from within the network’s own sites and presum-
ably had exposure to UP concepts prior to admission.
Others entered treatment from other programs and had lit-
tle to no familiarity with UP concepts. To ensure adequate
exposure to the core treatment concepts of the UP without
excessive repetition for patients with prior exposure, mul-
tiple variants of group exercises were developed and
offered in the manual. Furthermore, therapist training and
supervision focused on skills to bring the material “to
life” using the personal experiences and current emotions
of group participants.
Further, challenges were encountered for patients step-
ping down from the residential to less structured day-hos-
pital or intensive outpatient settings, where their behavior
was less closely monitored and patients were required to
monitor their own restriction, purging, and exercise symp-
toms outside of program hours. To address the transition,
patients were provided with opportunities to practice
applying UP skills to real-world settings through off-cam-
pus passes (e.g., time away from the program to eat with
family members or friends) and therapeutic exposures
(e.g., shopping trips and restaurant outings) while still in
residential treatment. Any incidence of eating disorder
symptom use that did arise in lower levels of care would
be addressed therapeutically using the UP framework.
Specifically, during group and individual sessions, a
patient would evaluate the antecedent triggers, emotional
responses, and consequences of her behavior. Plans to
choose alternative actions (i.e., more approach-oriented
8 of 17 | THOMPSON-BRENNER ET AL.
behaviors) the next time a similar emotion was triggered
were then reviewed.
6 | “PLANNING & PREPARATION”
PHASE: READINESS ASSESSMENT
AND INTERVENTION
Extensive research suggests that the “readiness” of the
organization should be assessed and any issues with readi-
ness addressed prior to attempting implementation. Aspects
of the implementation climate may reflect more or less
readiness, and may facilitate or obstruct adoption of an
EST (Damschroder et al., 2009). The readiness of the
implementation climate includes the clinicians’ attitudes
toward the EST and implementation project, the overall
tension for change in the clinical community (and therefore
motivation for the implementation), the distribution of
goals and accountability to goals, and efforts to create a
facilitative learning climate. The readiness assessment was
carried out by the UP consultants, and other activities were
carried out by the organization’s internal champions (i.e.,
respected individuals in the organization who take the lead
in promoting and modeling the new practices as well as
maintaining a positive implementation climate).
7 | KEY IMPLEMENTATION
CONSTRUCTS FROM THE
“PLANNING & PREPARATION”
PHASE
7.1 | Readiness assessment and intervention
Following the presentations and clinician focus groups at
the site visits in 2014, in which the compatibility of the UP
rationale and the organization’s philosophy were high-
lighted, the residential clinicians reported positive views of
the UP and a relatively high level of tension for change:
They agreed that treatment should be more cohesive, evi-
dence-based, and effective, and they reported optimism that
the UP would help meet these goals. Questionnaires were
used to assess clinicians’ “readiness” to implement EBPs,
based on their attitudes toward the UP and the strength of
their adherence to a particular theoretical orientation. In
general, staff reported positive attitudes toward evidence-
based practice overall. However, more positive attitudes
were correlated with stronger CBT orientation, and stronger
positive attitudes were reported at one of the two residen-
tial sites.
Self-report data were collected from N = 159 clinical
staff (93.7% female; Mage = 37.81 years, SD = 12.51) fol-
lowing the initial intensive training in the UP. We briefly
summarize a few key results from t tests and correlational
analyses here. Clinicians endorsed a variety of theoretical
orientations, with one of the two residential sites more
strongly endorsing a CBT (p < .01) orientation, and the
other more strongly endorsing a feminist orientation
(p < .01). On average, the sample reported finding the UP
“logical” (M = 4.04, SD = 1.57 on a 0 [not at all] to 6
[very much] scale). Staff also generally endorsed the belief
that the UP would be successful in helping patients with
their eating problems (M = 4.09, SD = 1.46, same scale)
and co-occurring emotional problems (M = 4.12,
SD = 1.47, same scale). Analysis of the clinician attitudes
revealed some important patterns to address. On the EBP
Attitude Scale (EBPAS; Aarons, 2004), the perceived use-
fulness of research-supported interventions was positively
correlated with level of CBT self-identification (r = .32,
p < .05). Level of CBT identification was also associated
with more overall positive beliefs about exposure (r = .27,
p < .05) on the Therapist Beliefs about Exposure Scale
(TBES; Deacon et al., 2013). Site differences emerged on
the EBPAS items as well. For example, one site endorsed
a higher degree of overall willingness to adopt a new ther-
apy and was also significantly more willing to adopt a new
therapy if required by a supervisor or their agency, or if
sufficient training was provided (ps < .05). Conversely, the
alternate site more strongly endorsed the beliefs that they
“know better than academic researchers” [about what is
effective practice], and “research based interventions are
not useful,” and negative overall beliefs about exposure
therapy (ps < .05).
Given the anticipated difficulties in the initial implemen-
tation for the site with relatively less observed readiness,
additional support was provided to that site by the Training
Department during the initial implementation period, further
described below. This support was tailored to help address
the points of compatibility and incompatibility between
feminist/psychodynamic practice and the UP; additional
training in the flexible use of a manual to non-CBT clini-
cians; and additional support for highly experienced clini-
cians. The Training Department observed that it seemed
particularly difficult for these highly experienced clinicians,
who were themselves less familiar with CBT practices (due
to the lesser training in CBT during their own education),
but were often in supervisory roles. They found it was
important to identify and address the particular emotions
involved in feeling “de-skilled,” and supervising younger
clinicians who seemed to feel more comfortable with the
new practices than the supervisors themselves.
7.2 | Internal champions
The essential function of internal champions to implemen-
tation processes is widely acknowledged (Damschroder
et al., 2009; Fixsen et al., 2005). In the early stages of
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adoption and planning, the clinical leadership at Renfrew
played multiple champion roles, such as transformational
leader, network facilitator, and organizational maverick
(Greenhalgh et al., 2004). The transformational leader is
the early visionary who embraces the model and “harnesses
support from other members of the organization” (Green-
halgh et al., 2004, p. 603), and the network facilitator “de-
velops cross-functional coalitions within the organization”
(Greenhalgh et al., 2004, p. 603). Renfrew’s Chief Clinical
Officer arranged many hours of conversation with key
administrative stakeholders across departments and clinical
staff to garner support; she directed the UP consultants and
members of the Training Department to create collaborative
working groups with disparate clinical leaders, including
those who had difficulty applying the UP to their disci-
pline. These meetings led to new applications of the UP, as
well as the creation of new champions specifically among
groups who might have opposed the implementation other-
wise (Li et al., 2009; Ranmuthugala et al., 2011). Later in
the process, members of the Training Department who had
participated in the adaptation and planning process, and
had achieved certification in the UP, became invaluable
internal champions, called upon to explain and defend the
model repeatedly. As the implementation was rolled out to
nonresidential sites, supervisors who expressed particular
enthusiasm about the model were given additional training
and received the title “Expert Champion.” The Expert
Champions subsequently provided training, implementation
support, and supervision to other sites, in a “cascading”
training and supervision design (Martino et al., 2011).
7.3 | Learning climate
The initial UTM training and implementation process was
carefully designed to provide an optimal learning climate.
Official UTM training began for each consecutive group of
clinicians—general clinical leadership, each of the two resi-
dential sites, and each of the 14 nonresidential sites—with
16–28 hr of intensive training that was experiential by
design. Staff role-played therapy groups and completed
written therapy exercises in character as a patient, with the
trainer in the role of therapist. The experiential model made
trainees’ own emotional reactions evident. For example, to
practice a mirror exposure and social anxiety groups, par-
ticipants commonly felt their own self-criticism, anxiety, or
embarrassment. Practicing the interoceptive exposure exer-
cises strongly evoked the physical symptoms of anxiety,
and practicing the mood induction exercise elicited sadness.
Staff appreciated the experiential design, but at times were
surprised by their own personal reactions, or by the neces-
sity of addressing them in training. The Training Depart-
ment attempted to use these moments beneficially. They
encouraged staff to identify their emotions, their judgments
of emotion and related secondary emotions (e.g., shame,
embarrassment), and promoted acceptance of emotion in
the training situation. The trainers felt some of the most
important qualities to cultivate were skills in displaying
their own vulnerability and fallibility. They often disclosed
examples of their own difficult or unskilled early experi-
ences. They maintained a willingness to role-play, impro-
vising solutions to difficult clinical problems. They used
humor to be self-effacing. These demonstrations of vulnera-
bility were anecdotally observed to be helpful in combina-
tion with more customary training skills. The training
experiences provided a vivid example of how to use those
reactions to promote change, instead of trying to avoid or
“fix” them. All of the staff who were involved in clinical
care went through the initial training, and therapy staff had
more intensive further follow-up training and supervision.
Additional follow-up trainings were subsequently designed
for the nutrition staff and milieu staff, as well as advanced
training in exposure therapy and relational-cultural skills
for all therapy staff.
8 | “INITIAL IMPLEMENTATION”
PHASE: SUPPORTING CLINICIANS
ON THE JOB AND EMOTIONALLY
Research indicates that early implementation is more suc-
cessful when the people responsible to use the innovation
have continuing access to support as they are fitting the
innovation to their daily work (Greenhalgh et al., 2004).
During the “initial implementation” period, when it becomes
clear what the implementation will entail and the first effects
are felt, it is typical for individuals at all levels of the organi-
zation to become anxious and fearful about the changes
(Fixsen et al., 2005). The ways in which organizations
respond to clinicians during this period are crucial to the
implementation success. As Greenhalgh et al. (2004) write:
People are not passive recipients of innova-
tions. Rather they seek innovations, experiment
with them, find (or fail to find) meaning in
them, develop feelings (positive or negative)
about them, challenge them, worry about
them, complain about them, “work around”
them, gain experience with them, modify them
to fit particular tasks, and try to improve or
redesign them—often through dialogue with
others. (p. 598)
The CFIR suggests that particular personal attributes
may influence the extent to which individual members of
an organization take up a newly implemented EBP (Dam-
schroder et al., 2009). For example, individuals who are
10 of 17 | THOMPSON-BRENNER ET AL.
more anxious themselves have more difficulty with the
change required. This relationship has also been noted in
studies of cognitive-behavioral therapy (Westra, Arkowitz,
& Dozois, 2009), exposure therapy (Farrell, Deacon,
Dixon, & Lickel, 2013; Harned et al., 2014), and cogni-
tive-behavioral therapy for EDs (Waller et al., 2013). Other
research suggests that individuals with more difficulty in
the implementation of a new practice may be older or more
experienced, and/or stronger believers in the original
philosophies and practices (Damschroder et al., 2009).
9 | KEY IMPLEMENTATION
CONSTRUCTS FROM THE “INITIAL
IMPLEMENTATION” PHASE
Although implementation is a process, in the Renfrew
implementation timeline each site’s “implementation date”
was defined as the date on which all patients began attend-
ing mandatory UTM groups. At the same time, across
activities and disciplines, staff members were asked to
implement the principles of helping patients to approach
and tolerate emotion, identify emotional avoidance and try
to reverse it, understand symptoms as efforts to regulate
emotion, support cognitive flexibility, and acquire new
learning about emotion. The “initial implementation” at the
two residential sites took place in October 2014 and March
2015, and the initial implementation for each of the nonres-
idential sites took place between March and November
2015 (see Figure 1).
9.1 | Leadership engagement and (on-the-
job) information access
The initial implementation of the UTM was an extremely
challenging period for every site, and the continued and
active support by the Training Department was felt to be
crucial. Members of the Training Department were either
on-site or available as a “hotline.” They co-led groups, pro-
vided one-to-one feedback and coaching, and answered
individual questions regarding the application of the UTM
to practice. During these periods, the importance of having
multiple internal employees in the Training Department
trained to “certification” in the UP was evident. Given the
anticipated difficulties for one of the two residential sites,
additional members of the Training Department arranged to
spend time visiting that site and providing intensive support
across a longer timeline.
9.2 | Self-efficacy
Anxiety was pervasive during the early implementation
period. In Table 1, we present a number of illustrative
examples of common fears about the implementation, and
examples of helpful ways with which they were dealt.
Technically, in accord with the UTM model, the trainers
tried to address distressing feelings about the implementa-
tion by identifying them, understanding them without judg-
ment, resisting emotion-driven behavioral reactions,
developing flexibility in negative beliefs, and tolerating the
emotions. The implementation team also observed consider-
able sadness, particularly as the creation of new practices
involved the loss or de-prioritization of old ones. Approxi-
mately 25 therapy groups were removed from each residen-
tial schedule, many of which had been developed by the
clinicians themselves, and activities such as “process
groups” and exploratory therapy were de-prioritized. These
losses were very significant. The relationships that existed
between people allowed these losses to be processed, some-
times over many hours and weeks. The leadership tried to
acknowledge and address emotional reactions, while contin-
uously maintaining the goals of the implementation.
9.3 | Characteristics of individuals
Two important individual characteristics—individual clini-
cian anxiety level and background of training—were anec-
dotally observed to affect clinicians’ uptake of the UTM and
were consequently addressed during the implementation pro-
cess. It appeared that individual clinicians with a tendency
toward anxiety had more initial trouble with the idea and
experience of evoking intense negative affect, as well as the
prospect of uncertainty in general. When people persisted in
trying out the intervention, most clinicians became adherent
and then competent (Oswald, Bugatti, Smith, & Boswell,
2017). Other clinicians avoided using the UTM manual as
long as possible. As noted earlier, older or more experienced
clinicians, who were typically also stronger believers in orig-
inal practices, seemed to have more difficulty with the
implementation of a new practice (Damschroder et al.,
2009). Across the organization, sites that were older (i.e.,
established for longer) also tended to have a stronger con-
centration of therapists with more experience and stronger
allegiances to the pre-implementation theoretical orienta-
tions; these sites, with intercorrelated issues, were slower to
pilot test and to implement the UTM. In addition to the one
residential site, some nonresidential sites were provided with
additional training and support given these issues.
9.4 | External influences
Literature describing the implementation process acknowl-
edges the strong potential effects of outside influences on
the process of implementation, particularly during the vul-
nerable phase of initial implementation (Fixsen et al.,
2005). During the year when residential sites were
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implementing, the organization was required to undergo an
administrative restructuring, in response to financial pres-
sures. A number of jobs were eliminated or changed at that
time, across all levels and sites in the organization. The
timing of this difficult pan-organizational experience was
particularly unfortunate for one of the residential sites.
Extensive preparations for the initial implementation were
fully underway (including intensive training, pilot training,
planned site visits from the Training Department) just as
the restructuring took place. The initial implementation,
including the new schedule and procedures, followed just
2 weeks after this destabilizing effect. Although the staff-
ing changes stemmed from economic pressures separate
from the implementation, it was impossible for staff and
patients at that site to uncouple those difficulties from the
UTM implementation. Additional support from the imple-
mentation team and Training Department was needed over
subsequent years to fully address some individuals’ misper-
ceptions and associated issues with morale.
In November 2015, a sample of 46 recordings of resi-
dential group therapy sessions, randomly selected but rep-
resentative of all different group types, was independently
assessed for adherence and competence on measures of
fidelity adapted from the original UP trials. Across the whole
sample, an adequate level of adherence and competence was
observed (described in detail elsewhere, see Thompson-
Brenner, Boswell, Espel-Huynh, Brooks, & Lowe, under
review). Individual and group supervision are provided to all
the therapy staff and include independent ratings of adher-
ence by the supervisor and the therapist, and in-person com-
parison of the two adherence ratings. In addition,
supervision focuses on making sure that the process of the
group adheres to the overall principles of the UP—for
instance, that patients are asked to reduce evident avoidance
and distraction techniques they employ in the moment.
Ongoing training and supervision are also provided to the
staff when it seems evident that they are struggling with
tolerating their own distress and discomfort in response to
patient emotional experiences or self-expression.
10 | “FULL IMPLEMENTATION”
AND “SUSTAINABILITY” PHASES:
WORK IN PROGRESS
According to the CFIR, the full implementation and sus-
tainability phases require ongoing reflection and evaluation
of the continued use of the EBP that is implemented.
TABLE 1 Commonly encountered stakeholder concerns and responses
Stakeholder group
Concern expressed Effective responses
Therapists
Learning a new treatment provokes anxiety
and awkwardness
Identify anxiety and awkwardness as normal and transient.
Manualized treatment constrains providers’
clinical effectiveness
Persist in requirement to try manualized treatment; record sessions and listen to recordings
with supervisors. Note growth over time; note more positive reactions to manual than
anticipated.
Clinical providers and milieu staff
Fear of decline in patient satisfaction after
implementation
Collect satisfaction ratings and qualitative feedback from patients; distribute widely. Note
variability in patient responses; highlight stabilization of patient reactions over time.
Fear of decline in patient outcomes after
implementation
Collect data about the number of urgent discharges with poor outcomes; number is
typically lower than perceived by providers. Share outcome data with clinicians as soon as
possible.
Clinical leadership
Loss of organizational identity/sense of history Empathize with the emotion; question the veracity of the thought. Review the need for and
motivation to change.
Insufficient staff to support supervision
structure
Acknowledge and empathize with the difficulty of the logistical challenge. Assist with
problem-solving to minimize disruption.
Perceived dissatisfaction among clinical staff Communicate message that changes must be designed to fit the needs of the program, not
individual staff members.
Administrative leadership
Concern over loss of identity/brand name and
negative impact on business
Train Professional Relations Representatives in the UTM model so they can reassure
referring providers that the organization has not changed but rather has been enhanced by
the EST.
EST, empirically supported treatment.
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Researchers have noted that “successful adoption is more
likely if adequate feedback is provided to the intended
adopters about the consequences of adoption and if the
intended adopters have sufficient opportunity, autonomy,
and support to adapt and refine the innovation to improve
its fitness for purpose” (Greenhalgh et al., 2004, p. 600).
As the Research Department began to observe positive
effects on patient outcomes following the implementation,
the implementation team prepared these data for presenta-
tion and discussion at the annual clinical retreat—
attended by all of the site leaders and clinical
supervisors. In the first annual retreat following the
implementation at the two residential sites (November
2015), the Research Department presented initial signifi-
cant positive findings from patients at the first implemen-
tation site, reflecting increased improvements in three
therapeutic targets of the UP—Experiential Avoidance
(measured as change during treatment on the Multidimen-
sional Experiential Avoidance Questionnaire; Gamez,
Chmielewski, Kotov, Ruggero, & Watson, 2011),
t(118.42) = 2.02, p = .05, d = 0.21, 95% CIdiff [0.25,
25.82]; Mindfulness (via the Southampton Mindfulness
Questionnaire; Chadwick et al., 2008), t(149.06) = 2.18,
p = .03, d = 0.35, 95% CIdiff [0.57, 11.41]; and Anxiety
Sensitivity (Anxiety Sensitivity Index; Peterson & Heil-
bronner, 1987), t(153) = 2.21, p = .03, d = 0.36, 95%
CIdiff [0.42, 7.62]. At the next Clinical Excellence Board
meeting (May 2016), there were additional positive find-
ings in a larger sample with data from both sites, reflect-
ing significant improvements on Experiential Avoidance,
t(387.01) = 3.79, p < .001, d = 0.37, 95% CIdiff [6.34,
20.00], and Mindfulness, t(432.41) = 3.02, p = .003,
d = 0.29, 95% CIdiff [1.57, 7.40]. These positive findings
were extremely encouraging, and clinicians and adminis-
trative leaders reported being very excited by the
data. Although the full analysis of the implementation
outcome is beyond the scope of this report, summary
results regarding the primary outcome variables are
encouraging. For example, in the period immediately
prior to the implementation, the effect size (Cohen’s d)
for changes in scores on the Eating Disorder Examina-
tion-Questionnaire version (EDE-Q; Fairburn & Beglin,
1994) from admission to 6-month follow-up across
patients from both residential sites was d = 0.67 (scores
at 6-month follow-up: M = 3.15, SD = 1.62, n = 149),
whereas in the period following the implementation, the
effect size for EDE-Q change increased substantially
(d = 1.33) and ED symptom severity was lower at 6-
month follow-up (M = 2.46, SD = 1.16, n = 124).
Additional positive results are observed from the results
of a major effort to rewrite the manual, which followed
from the feedback from clinician focus groups. The revised
manual—with more options for group exercises, more
exciting presentations of material, and more prompts to
promote interpersonal and emotional engagement—has
been piloted at the residential centers, and early focus
group feedback suggests clinicians perceive a large
improvement over the initial version. We look forward to
seeing whether it leads to additional increases in observed
outcome improvement.
At the Renfrew Center, the full implementation has
been similar to the initial implementation, but with more
predictable problems, and more evident solutions. The
Training Department continues to hold the same level of
importance: supervising the supervisors; conducting basic,
refresher, advanced, and topical training concurrently;
developing new UTM-consistent programming; and engag-
ing with individuals and factions who have identified prob-
lems with the model. The implementation team continues
work to create materials to further structure and unify
diverse elements of treatment such as creative arts and fam-
ily therapy.
The UTM implementation is not yet fully in the “sus-
tainability” stage, as the initiation of the UTM treatment is
less than a year old at some sites, and the application of
the principles to multidisciplinary practices is still being
innovated and manualized. However, we can see some of
the many challenges to sustainability that will come. Fund-
ing for the costs of sustainability must be ongoing within
the organization, and new funding for research and devel-
opment may be required. Efforts are being made to inform
third-party payers of the good outcomes, in hopes that the
organization’s financial status will generally benefit from
the implementation. Personnel inevitably turn over; to
ensure that each new staff member has training immedi-
ately, the Training Department conducts monthly intensive
training via videoconferencing software. To maintain sus-
tainability, however, the training practices need to be of
sufficiently high quality. Work continues to make the
videoconferencing experiential and engaging, and to
arrange more intensive supervision and follow-up training
for new personnel who did not receive initial intensive
training in-person. We plan to continue using data to evalu-
ate the sustainability and to advance the goals of continu-
ous quality improvement.
11 | CONCLUSIONS
Limited evidence exists to guide implementation of evi-
dence-based practices in intensive ED treatment settings,
and several characteristics of the setting and patient popu-
lation complicate implementation efforts. As summarized
here, the successful implementation achieved in one case
suggests that such implementation is possible when
guided by evidence-based implementation strategies, and
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has a positive impact on patient outcomes. In this article,
we presented each phase of implementation completed to
date—exploration, adoption, planning, initial and full
implementation—with reviews of the relevant conclusions
from aggregated implementation research, and examples
of how those research-supported implementation practices
were applied in this case. We acknowledge that each
treatment network is characterized by unique organiza-
tional factors. Specific circumstances facilitating and com-
plicating the Renfrew Center’s implementation process
may not generalize to other programs. However, some
broader themes emerged that may inform EBP implemen-
tation in other ED treatment and perhaps other intensive
psychiatric settings.
Research review suggests that a portion of the success
of the case described here was likely due to qualities of the
organization that predated the implementation. These were
not planned specifically with implementation in mind, but
are nonetheless important when considering such an effort.
Factors that may be associated with readiness for imple-
mentation may include organizational maturity, strong con-
nections to the outside world over a number of years, and
the development of strong internal social networks and
relationships. The establishment and funding of an internal
Training Department that was able to function as an inter-
nal implementation team was crucial to all steps of the
implementation.
After deciding to move forward with the implementa-
tion, Renfrew established a “champion” within the clinical
department who had influence and passion, who was will-
ing to take on the project. As reviewed above, internal
champions are known to serve key roles in sustaining
energy for implementation when challenges arise (Dam-
schroder et al., 2009). It is difficult to identify such indi-
viduals in advance, but when present these persons can
serve a pivotal role in success. Future implementation
efforts at other organizations will likely be most successful
when they are stakeholder-initiated and substantively
funded from within the organization. These characteristics
allow for leadership engagement as well as the necessary
research and training resources for implementation.
Many other contributions to the success of this effort
were distinct qualities of the implementation itself and were
supported by extensive implementation research (see
McHugh & Barlow, 2012; Palinkas et al., 2011). The EST
that was implemented was flexible, transdiagnostic, princi-
ple-based, and unified. The EST was perceived to be
highly compatible with the original philosophy of the orga-
nization, but to have the relative advantage of being
research-supported and cohesive, and therefore, the organi-
zation was receptive to the change. Depending on organiza-
tional history, clinical cultural climate, and other internal
factors, other community programs may find other ESTs to
be more appropriate for their settings.
Despite the strong fit of the EST to the setting, adapta-
tion was nonetheless essential for successful uptake at
higher levels of care. The implementation team collabo-
rated to extensively and repeatedly adapt the UP for the
local context, and the organization was willing to make
major changes to systems and operations to accommodate
new practices. Clinician and administrative readiness were
assessed and addressed prior to the actual implementation.
Training and supervision were adequately resourced, so
they could be provided from within. Training was both
didactic and experiential by design, and included on-the-
job support and training that lasted far beyond the initial
implementation period. Regardless of the specific EST
selected for application to other intensive ED and other
psychiatric treatment settings, similar adaptation procedures
are likely to promote success in implementation.
The prior research suggests organizations face many
challenges during the sustainability phase, and we hope to
anticipate and address them as they emerge. Future
research should examine how the sustainability phase plays
out within this particular practice organization. Addition-
ally, future studies should explore how the practices high-
lighted here may apply to other ED and intensive treatment
implementation efforts.
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